*The author replies below:
Sir, The verb, to audit, is defined in Chambers dictionary as 'to examine and verify by reference.' The aim of the study was to examine and verify the contribution made by the GP in the management of patients referred to a specialist hospital with lower gastrointestinal symptoms. Our conclusions were that improvement in overall standards and efficiency could be achieved by a closer cooperation between the two sectors. As the objective was to study only those patients referred to the hospital, it is not surprising that no information was provided as to the overall management given by GPs.
The paper did not set out to promote a direct-access rectal clinic, it merely proffered such an arrangement as a potentially helpful addition to outpatient services. Taking the cost of health care provision within the district as a whole, the expense of a direct referral of a patient with lower gastrointestinal symptoms to a specialist clinic, and possibly more rapid diagnosis and treatment, could readily be deferred by the reduction in the number of visits to a general practice culminating in an eventual referral. There is no doubt that some extra provision in terms of outpatient clinic time would be required to provide such a service but, as the study suggested, this would not necessarily precipitate a dramatic increase in costly investigations.
The only benchmark that it is possible to use for diagnostic accuracy is the eventual diagnosis made by the specialist clinician of the condition for which the patient is subsequently treated. It is merely this standard that was applied to the accuracy rate of GP diagnosis.
It is prudent for all clinicians to display 'understandable caution' in considering lower gastrointestinal symptoms potential heralds of bowel cancer. Not many doctors would pass this anxiety immediately to his patient and there was no implication of bad practice on that account. It is dangerous to justify the omission of a rectal examination as part of a full clinical assessment. It is especially difficult to envisage many situations in which a patient presents with lower gastrointestinal symptoms where a PR would not be germane to the patient's initial management.
The obvious sensitivity displayed concerning the relationship between GPs and their consultant colleagues suggests that no further comment would be appropriate. Scull has exposed the complex personality behind this famous alienist and the serendipity by which he achieved fame. He has dissolved the popular image of Conolly as a selfless hero and father of nonrestraint.
However, I think it is important to remember Conolly did achieve a great deal at Hanwell. He improved the quality of life of the pauper lunatics, not merely by freeing them from mechanical restraints, but by improving their diet, hygiene, physical health and nursing care. His patients were certainly far better off in the asylum than in the squalid workhouses from which most of them came.
In the 1960s, Goffman! amongst others, brought to our attention the dangers of institutionalization, such as occurred in the large Victorian asylums. Today, opinion has swung back towards that of Conolly's time. With the advent of community care and the wholesale closure of our large mental hospitals, psychiatrists are beginning to recognize that asylums are still needed for some patients.
The abolition of mechanical restraints during Conolly's time appears not to have been so complete as he claimed both in his reportsand books". Mechanical restraints were occasionally used to aid the administration of treatment to recalcitrant patients. For example, Daniel Fletcher", a 24-yearold man, admitted to Hanwell in 1850, refused all food for delusional reasons. Enticing food, laxatives, enemas and the raising of a blister on his neck all failed to make him eat. Then, he was placed in a chain and firmly held by two attendants whilst a third attendant attempted to open his mouth and insert a stomach pump, all to no avail. The unfortunate patient was next subjected to enemas of beef tea every 3 hours and died a few days later.
By It is currently thought that the arthritis of Reiter's syndrome arises as a reaction to a primary infection occurring at a distant site, whether in the urethra, gastrointestinal tract or elsewhere', Several different pathogens have been associated with the development of subsequent joint inflammation", but material from such joints has invariably proved to be sterile. As a result, the concept of 'reactive' arthritis has emerged. In the UK, the commonest cause of reactive arthritis appears to be sexually acquired urethral infection by Chlamydia traehomatiss although other microorganisms may also be involved. The mechanistic link between the precipitating infection and synovial inflammation remains the subject of speculation, but there is preliminary evidence that in sexually acquired reactive arthritis, chlamydial antigens are present in inflamed synovium'', Similar evidence of dissemination of bacterial antigens has been found in reactive arthritis associated with yersinioais-", Urethritis, however, occurs in many cases of reactive arthritis in which sexually transmitted infection has been excluded and is commonly present in patients in whom the arthritis has been triggered by gut infection. It is possible that, in such cases, an urethral pathogen has escaped detection. Alternatively, the urethritis may, like the synovitis, be truly 'reactive'. The case report by Maxwell suggests that the latter explanation is correct. The urachal remnant is closely related embryologically to the urethra and has a similar uroepithelium but in this particular case the urachal sinus had no patent connection with the urogenital tract. In the absence of any extraordinary sexual practices, direct infection of the urachus would seem unlikely and the urachal tissue would not be directly accessible to any urethral microorganisms. The urachal inflammation would, therefore, seem to arise as a 'reaction' to the same factors that caused the relapse of the reactive arthritis. Whether or not there was re-infection of the urethra in this episode is unclear.
It would be of great interest to examine the urachal specimen further by using immunohistochemical techniques to look for bacterial antigens. It may be that such antigenic material is an important factor in the pathogenesis of the synovitis, urethritis and inflammation of the urachus. R A HUGHES Yersinia specificimmune complexesin the synovial fluid of patients with yersinia triggered reactive arthritis. Ann Rheum Dis 1987; 46:510-14 Back pain at Greenwich Sir, Blower's article (April 1988 JRSM, p 203) is beautifully written and researched. However, I believe, it is misleading on the subject of neurological loss in sciatica.
Department of Rheumatology
I agree with his point that a patient with a definite single root weakness has an organic complaint (a prolapsed disc), however highly strung they may be. He then says that such patients are excellent candidates for surgery, with the implication that they should be referred for surgery.
James Cyriax! noted that a huge majority of patients with a nerve root palsy did very well without surgery. My own experience bears this out and I have also found that those patients with the most obvious definite neurological signs lose their pain the soonest. (Those with a suggestion of nerve root damage which never progresses to the full-blown picture are more difficult to manage without an operation.) Most orthopaedic surgeons on this side of the Atlantic prefer to operate on discs only when there is no alternative. Thus, I think it is important to recognize that the vast majority of patients with a nerve root palsy (due to a prolapsed disc) will do very well with an operation, but even better without one. N A WATSON London Reference 1 Cyriax JH. Textbook oforthopaedic medicinevol1; London:
Bailliere Tindall, 1982 Hyperbaric oxygen in multiple sclerosis
Sir, Dr Bates reviewed the results of this controversial treatment (September 1986 JRSM, p 535) without waiting for the final results of his own study'. This has now provided further evidence that additional oxygen may benefit multiple sclerosis patients, although the authors of this study continue to deny that it will be of value in the management of the disease. The preliminary communication from the Newcastle study2 reported improvements in 16 out of 60 patients in the oxygen group, compared to 4 out of 57 in the controls (P< 0.01), with 12 of these patients reporting improved bladder and bowel function, compared to 3 of the controls (P< 0.03).Clearly disappointed by their failure to reproduce the highly significant results of Fischer et aP, and without waiting for their trial to be completed, they concluded that, 'hyperbaric oxygen is unlikely to have a role in the management of a patient with multiple sclerosis.' However, their final results! show that the benefit in bladder bowel function in the oxygen group, assessed on the Kurtzke scale, was actually sustained for 6 months without additional treatment. This confirms improvement shown in 4 other double-blind studies 3 -e, two with objective evidence from detailed cystometric measurements 5 • e. It must be remembered that all of the trials to date have used chronically disabled patients. Dr Bates obviously must accept that bladder function is important in the management of multiple sclerosis and he has already admitted that any treatment found to be of value should be used in patients with less advanced disease", Multiple sclerosis patients with early bladder and bowel dysfunction must now be offered hyperbaric oxygen therapy.
The final report by Barnes et al. 1 also records a significant reduction in the rate of cerebellar deterioration in the oxygen group compared to the controls at one year (P<0.05). They state that, 'if this finding can be confirmed, then it may be of benefit to patients as there is no consistently successful treatment for cerebellar dysfunction.'
